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Coronary-to-bronchial  artery  ﬁstulae  are  the  most  common  found  in  adulthood  and  have  often  been asso-
ciated  with  bronchiectasis  and  other  abnormalities  of  pulmonary  parenchyma.  In this  study  we describe
an unusual  case  in  which  circumﬂex  coronary  artery-to-left  bronchial  artery  ﬁstula was  associated  with3 September 2012
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the presence  of  extensive  aneurysmatic  dilatation  of thoracic  arteries.
<Learning  objective:  This report  deals  with  the  case  of  a coronary-to-bronchial  artery  ﬁstula  (CAF)  as
the cause  of  atypical  angina  in  a patient  with  normal  coronary  arteries.  The  concomitant  ﬁnding  of
aneurysmatic  dilatation  of  thoracic  arteries  controindicated  an  invasive  approach.  Medical  therapy  with
vasodilators  and  anti-anginal  drugs  was  soon  started  proving  to be efﬁcacious  in  symptoms  relief.>
©  2012  Japanese  College  of  Cardiology.  Published  by  Elsevier  Ltd.  All rights  reserved.ntroduction
Coronary artery ﬁstulae (CAF) are rare cardiac malformations
hat consist of communications between a coronary artery and
 cardiac chamber or major vessel [1,2]. Among CAF, coronary
rtery-pulmonary artery ﬁstula is the most common and has
ften been associated with bronchiectasis [3,4] or, less com-
only, with other bronchopulmonary disease such as chronic
bstructive airways disease, multiple bullae, and cystic forma-
ions [5]. Clinical presentations are variable depending on the
ype of ﬁstula, shunt volume, site of the shunt, and presence of
oncomitant cardiac abnormalities. Diagnosis is often occasional
n adulthood because clinical presentation, laboratory, and elec-
rocardiographic manifestations are nonspeciﬁc [1,2,6].  Angina
nd/or dyspnea are the most common symptoms and seem to
e related to the coronary steal phenomenon [7].  The treatment
f CAF is essentially medical with continued follow-up. Surgical
r percutaneous correction is exceptional and may  be considered
nly in symptomatic patients unresponsive to medical therapy
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A 71-year old woman  was admitted to the Emergency Room
because of intermittent chest pain irradiated to her left arm.
Her medical history included hypertension, dyslipidemia, type 2
diabetes mellitus, chronic gastritis, and hypothyroidism. Her med-
ication included oral anti-diabetic drugs, angiotensin II-receptor
blocker, levothyroxine, and aspirin. Physical examination was
normal. Her electrocardiogram (ECG) at rest revealed ventricular
hypertrophy and mild alteration in left ventricular repolarization,
namely a ﬂattened T wave in aVL and D1 and an insigniﬁcant
(<1 mm)  ST elevation and a positive T wave in V1. Laboratory ﬁnd-
ings were within normal limits including troponin I serial dosages.
Transthoracic echocardiography showed mild septal hypertrophy,
mild-to-moderate aortic and mitral regurgitation, normal left
ventricular kinesis with a preserved ejection fraction, and no
pulmonary hypertension. According to current guidelines [8] the
presence of a ﬁrst episode of typical angina even in the absence of
signiﬁcant abnormalities at ECG or echocardiography and normal
troponin suggests the presence of new onset angina and require the
execution of a stress test to exclude myocardial ischemia. Because
of these results, after relief of symptoms, an ergometric stress test
was performed that showed abnormalities of ventricular repolar-
ization, with a less than 2 mm ST-segment depression in V5–V6
in the absence of chest pain suggesting a disease of left circumﬂex
coronary artery. The patient underwent coronary angiography
that showed the absence of signiﬁcant coronary atherosclerosis
and the presence of a tortuous and severely enlarged circumﬂex
vier Ltd. All rights reserved.
e46 E. Galli et al. / Journal of Cardiology Cases 7 (2013) e45–e47
Fig. 1. Coronary angiography showing severe enlargement of circumﬂex coronary
artery (Cx) and the presence of a coronary-to-bronchial arterial ﬁstula (arrow).
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Fig. 3. Thoracic computed tomography showing an ectasis intercostal artery (thin
arrow) and diffuse ectasia of mediastinal arteries (large arrows).
Fig. 4. Thoracic computed tomography showing an enlarged right inferior phrenicig. 2. Thoracic computed tomography showing an aneurysm of the main pul-
onary artery (38.7 mm × 36.5 mm,  arrow).
oronary artery and a coronary-to-left bronchial artery ﬁstula
Fig. 1). High-resolution computed tomography scans performed
o exclude the concomitant presence of lung disease conﬁrmed
he coronary angiographic ﬁndings [9] and showed that both left
nd right bronchial arteries were ectasic and sprouted from the
ortic arch. Moreover, the presence of an extensive abnormality of
horacic arteries including aneurysmatic dilatation of the main pul-
onary artery (Fig. 2), ectasia of the right pulmonary artery, diffuse
ctasia of mediastinal arteries interesting also some intercostal
rteries (Fig. 3), and the left inferior phrenic artery (Fig. 4) was
ound. All the arteries described had a normal origin, but became
ctasic immediately after their emergency from thoracic aorta and
resented an extremely tortuous way. In contrast with previous
ndings [3–5], there were no abnormalities of lung parenchyma.
Because the symptoms were controlled by adding a non dihy-
ropyridine calcium channel blocker and oral nitrates to previous
edical therapy, further evaluation for surgical or percutaneouslosure of the ﬁstula – including hemodynamic quantiﬁcation of the
hunt – were postponed. At a six month follow-up the patient was
ully asymptomatic and the ergometric test performed in therapy
id not show abnormalities.artery (arrows).
Discussion
CAF have been recognized since 1965. Their etiology may  be
congenital, traumatic, or iatrogenic, that is, after coronary inter-
vention or valve replacement [6].  In this report, we discuss the case
of a patient with angina and a congenital coronary-to-bronchial
artery ﬁstula. Clinical symptoms of coronary ischemia, such as exer-
tional angina or dyspnea are the primary indication for surgical or
percutaneous closure of the ﬁstula [7]. Anyway, the concomitant
presence of aneurysmatic dilatation of thoracic arteries, including
intercostal arteries, increased the risk of complications related to a
surgical approach. In the same way, the success of a percutaneous
embolization of the ﬁstula could be reduced, leading to multiple
procedures which could be harmful for the patient. In the end we
chose a conservative approach, therapy with vasodilators and anti-
angina drugs was  started and the patient presented asymptomatic
at follow-up.
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A wide aneurysmatic dilatation of thoracic artery is a relatively
are ﬁnding in patients with CAF. It can be easily ruled out through a
horacic computed tomography scan and may  affect clinical man-
gement, limiting or turning the use of invasive and potentially
armful therapeutic strategies.
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